
MC 219 (CHI) (2/02) Page 1 of 4

Chinese

MEDI-CAL

14011 14012 Medi-Cal 
Medi-Cal 

1. Medi-Cal 

2. (AV) BIC

3. Medicare Buy-In (SSN)

4. (INS)

(PRUCOL) I-688 INS Medi-Cal 

5.

6.

MEDI-CAL

1. Medi-Cal

2.

3.

4.

5. Medi-Cal

6. Medi-Cal Medi-Cal

7. Medi-Cal

8.

9.

10. Medi-Cal

(PRUCOL) I-688

11. (CHDP) (WIC)

12. (PCSP)

13. (EPSDT)

14.

State of California—Health and Human Services Agency Department of Health Services



MC 219 (CHI) (2/02) Page 2 of 4

MEDI-CAL

15.

16. Medi-Cal

17.

18. Medi-Cal Medi-Cal

19. 1989 9 30 (LTC)

20. 1990 1 1 (LTC)

21. (HIPP)

(EGHP) (NOA) 90

NOA 90

(10)

1. (SSA)

2.

3.

4.

5.

6. (LTC)

7.

8.

9.

10.

11.

12. (SSA)

13.

14. Medi-Cal

15.

1.



MC 219 (CHI) (2/02) Page 3 of 4

MEDI-CAL

2.

3.

4. Medi-Cal

(SSA)

Medi-Cal

Medi-Cal(restricted Medi-Cal)

5.

6. 64 9 Medicare

Medi-Cal Medicare

7. Medi-Cal

8. Medicare

9. Kaiser CHAMPUS Medicare HMO) Medi-Cal

10. Medi-Cal

11. Medi-Cal

Medi-Cal

12. BIC

13. BIC BIC BIC

14. Medi-Cal

15.

16. Medi-Cal

1. Medi-Cal

2. (SSA)

3.
Medi-Cal(restricted Medi-Cal )

4. Medi-Cal

5. Medi-Cal



MC 219 (CHI) (2/02) Page 4 of 4

MEDI-CAL

6. Medi-Cal

7. (SSA) Medi-Cal SSA Medi-Cal

SSA Medi-Cal SSA SSA Medi-Cal

SSA Medi-Cal

8. Medi-Cal

9.

10. Medi-Cal

11. Medi-Cal HIPP EGHP

12. Medi-Cal Medi-Cal

Medi-Cal

13. Medi-Cal (copayment) (coinsurance) (deductibles)

Medi-Cal (share of cost)

14.

15. 55 Medi-Cal

16. Medi-Cal

Medi-Cal 

________________________________________________________________________________________________________________________________________________________________________________________________________________________ _________________________________

COUNTY USE SECTION

I have provided (check one) ❒ In person ❒ By mail to the applicant the rights, responsibilities, and
other information listed on this form.

____________________________________________________________________________________________________________________________________________________________________________ ________________________ ____________________
Eligibility Worker’s Signature Worker Number Date



MC 219 (CHI) (2/02) Page 4 of 4

MEDI-CAL

6. Medi-Cal

7. (SSA) Medi-Cal SSA Medi-Cal

SSA Medi-Cal SSA SSA Medi-Cal

SSA Medi-Cal

8. Medi-Cal

9.

10. Medi-Cal

11. Medi-Cal HIPP EGHP

12. Medi-Cal Medi-Cal

Medi-Cal

13. Medi-Cal (copayment) (coinsurance) (deductibles)

Medi-Cal (share of cost)

14.

15. 55 Medi-Cal

16. Medi-Cal

Medi-Cal 

________________________________________________________________________________________________________________________________________________________________________________________________________________________ _________________________________

COUNTY USE SECTION

I have provided (check one) ❒ In person ❒ By mail to the applicant the rights, responsibilities, and
other information listed on this form.

____________________________________________________________________________________________________________________________________________________________________________ ________________________ ____________________
Eligibility Worker’s Signature Worker Number Date


